I read with interest the article by Nguyen et al published ahead of print on December 23, 2015, in the World Journal for Pediatric and Congenital Heart Surgery, 1 about the 49-year-old woman, with a previously repaired tetralogy of Fallot, who had an episode of Takotsubo syndrome (TTS). I have two inquiries for the kind consideration of the authors: (1) This welldocumented case of TTS was associated with a 12-lead electrocardiogram (ECG), which showed ''right bundle branch block with new diffuse T-wave inversion consistent with a pattern of myocardial ischemia.'' Figure 1 of the article reveals low amplitude of the QRS complexes (LAQRSs) in all limb and precordial leads of the presenting ECG attributed to myocardial edema which the patient had, in keeping with a recent reported association of transient LAQRS and TTS. 2 Were ECGs prior to the admission with TTS and at follow-up in the hospital and after discharge in this patient showing larger amplitudes of QRS complexes than the admission ECG? (2) The left upper extremity blood pressure of the patient was reported as being 97/45 mm Hg and the heart rate was 71 beats/min. This hypotension and relative bradycardia in a patient with TTS and pulmonary congestion and elevated pulmonary capillary wedge pressure of 20 mm Hg are characteristics of late presentation with TTS, at a time when vagal influences predominate, while the early effects are mediated by the autonomic sympathetic nervous system. 3 This is supported by the ECG findings of the inverted T-waves seen after the ST-segment elevations resolved 2 and the details of the clinical history of the patient whose illness had started earlier, when she had an ''explosive altercation one day prior to admission,'' with subsequent worsening, when ''her symptoms increased in severity on the day of presentation, prompting her to seek medical evaluation.'' 1
